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At the XVI International AIDS 
Conference, held in August 2006 in 
Toronto, Canada, there were more 
presentations on human rights issues 
than at any previous International 
AIDS Conference.
 This issue of the HIV/AIDS Policy 
& Law Review includes a special sec-
tion containing the most relevant 
presentations on legal, ethical, and 
human rights issues from the confer-
ence and its many satellite meetings.
 See page 61.

Canada’s 2003 renewed drug strategy — 
an evidence-based review  

About three-quarters of the resources of Canada’s Drug Strategy are directed towards enforcement-related 
efforts, despite a lack of scientific evidence to support this approach and little, if any, evaluation of the 
impacts of this investment.  In this feature article, Kora DeBeck, Evan Wood, Julio Montaner and Thomas 
Kerr report on a study that examined expenditures and activities related to the Drug Strategy as renewed 
in 2003.  The article reviews the effectiveness of the Strategy in light of current scientific evidence pertain-
ing to the reduction of drug-related harm.  The authors find that although the Drug Strategy promised 
to remain accountable and regularly report its progress, information pertaining to the evaluation of the 
Strategy remains limited.  Further, Canada’s Drug Strategy has not seized the opportunity to promote a 
national standard of care that reduces the most deadly harms 
associated with illicit drug use.  The authors conclude that from 
a scientific perspective, Canada’s Drug Strategy should make 
it a priority to ensure that federal funds are directed towards 
cost-effective, evidence-based prevention, treatment and harm 
reduction services, and that these services should be available to 
all Canadians. 

Introduction

Illicit drug use is associated with an array of health and social harms.  
In particular, the risk of transmitting HIV and other blood-borne infec-
tions through the sharing of needles remains a prominent area of con-
cern.1, 2  In Canada, as of 2004, 269 000 people reported using needles 
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Canada’s 2003 renewed drug strategy — 
an evidence-based review
contʼd from page 1

to inject drugs.3  In the first six 
months of 2005, over 20 percent of 
all newly recorded HIV infections in 
Canada were associated with injec-
tion drug use; among newly infected 
women, injection drug use accounted 
for 38 percent of recorded infections.4  
The health of people who inject 
drugs is also threatened by the risk 
of contracting hepatitis C, develop-
ing abscesses, endocarditis and other 
injection related infections, and over-
dosing.5, 6, 7, 8

Drug-related harms also present 
a substantial economic burden for 
Canadians.  In 2004, the medical costs 
of HIV infection among injection drug 
users in the city of Vancouver was 
estimated to be in excess of $215 mil-
lion.9  Nationally, direct health care 
costs attributable to illicit drug use 
were estimated to be over $1.13 billion 
for 2002.10  In that same year, illicit 
drug use is believed to have contribut-
ed to over 215 000 sick days resulting 
in income loss of over $21 million.11

In the area of law enforcement, it 
is noteworthy that 23 percent of all 
criminal charges processed through 
Canadian courts in 2002 were attrib-
uted to illicit drugs.  This was associ-
ated with a cost of $330 million that 
year.  Additionally, for 2002, policing 
costs and correctional service costs 
associated with illicit drugs were 
estimated to be $1.43 billion and 
$573 million respectively.12  In spite 
of these efforts, in 2002 the Canadian 
Addiction Survey found that illicit 
drug consumption rates were higher 
than ever previously recorded.  In 
1994, 28.5 percent of Canadians 

reported having consumed illicit 
drugs in their life; by 2004, that fig-
ure had jumped to 45 percent.13 

In addition, drug law enforce-
ment has contributed to incarceration 
rates in Canada that exceed those of 
most Western European Countries.14  
Aboriginal communities have been 
particularly affected; rates of HIV 
infection among Aboriginal drug 
users have been shown to be elevated 
in comparison to non-Aboriginal 
persons.15  Recent studies have 
demonstrated that incarceration of 
injection drug users is independently 
associated with both syringe sharing16 
and acquisition of HIV.17  In fact, 
estimates suggest that approximately 
20 percent of HIV infections among 
injection drug users in Vancouver 
have been acquired in prison.18 

Drug policy in Canada
Through the legal prohibition of psy-
choactive substances, Canadaʼs Drug 
Strategy has attempted to address 
problems related to drug use by reduc-
ing the demand for and the supply of 
illicit drugs.  An enforcement-based 
approach has dominated Canadaʼs 
drug policies since the passing, in 
1908, of the Opium Act, which made 
it illegal to import, manufacture or 
sell opium.  Efforts to control and 
regulate psychoactive substances have 
subsequently relied on legislation 
— specifically, the Opium and Drug 
Act, the Narcotic Control Act, the 
Food and Drug Act and, currently, the 
Controlled Drugs and Substances Act 
— to ban the production, distribution 
and use of illicit drugs.  

Canadaʼs first federal drug strat-
egy, introduced in 1987 under the 
title “National Drug Strategy,” relied 
heavily on enforcement-based legisla-
tion, thus criminalizing people who 
use drugs and effectively resulting in 
the criminal justice system assuming 
a major role in dealing with illicit 
substance use.  Of note, however, 
is the fact that the National Drug 
Strategy acknowledged substance use 
as primarily a health issue.

In 1992, the National Drug 
Strategy became “Canadaʼs Drug 
Strategy,” and its five year budget 
was increased from $210 to $270 mil-
lion.  Of note, a substantial propor-
tion of the funds previously directed 
towards demand reduction were real-
located to supply reduction efforts.19  
Also, the National Strategy to Reduce 
Impaired Driving was merged with 
Canadaʼs Drug Strategy, and a Drug 
Strategy Secretariat was introduced 
as a coordinating body. 

In 1997, Canadaʼs Drug Strategy 
was renewed with no increase in 
funding.  In 2001 and 2002, concerns 

A substantial proportion 

of the funds previously 

directed towards demand 

reduction were reallocated 

to supply reduction.
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regarding the direction and effec-
tiveness of Canadaʼs Drug Strategy 
were repeatedly stated throughout a 
number of high profile government 
reports including the 2001 Report 
of the Auditor General of Canada, 
the Report of the Senate Special 
Committee on Illegal Drugs (2002) 
and the Report of the Special [House 
of Commons] Committee on Non-
Medical Use of Drugs (2002).  

In 2001, the Auditor General 
reported that the federal government 
had failed to effectively lead and 
coordinate a national approach to 
addressing problematic substance use.  
The Auditor General found that the 
government lacked basic information 
pertaining to the progress of its activ-
ities, and did not even know what 
the provinces, territories and munici-
palities were spending on supply and 
demand reduction initiatives.20 An 
analysis of recorded expenditures that 
were available revealed that 95 per-
cent of federal funds related to illicit 
drugs were directed towards sup-
ply reduction efforts.21  The Auditor 
General also reported being unable 
to locate information on the extent of 
Canadaʼs drug abuse problems. 

Following the Auditor Generalʼs 
report, the Special Committee on the 
Non-Medical Use of Drugs echoed 
the concerns regarding the orga-
nization and structure of Canadaʼs 
Drug Strategy.  After an extensive 
review of Canadaʼs Drug Strategy, 
the Special Committee recommended 
that “a renewed Strategy include 
clear, measurable goals and objec-
tives as well as a process for evalua-
tion and accountability.”22  

The Report of the Senate Special 
Committee on Illegal Drugs, released 
the same year, presented similar 
critiques.  The Senate Committee 
stated: “One of the obvious weak-

nesses of the [drug strategy] is its 
inability — inevitable in the absence 
of clear indicators — to provide 
a comprehensive evaluation of its 
success in meeting its objectives.”23 
After considering many of the harm-
ful effects of enforcement-based poli-
cies, the Senate Committee advised 
the Canadian government to move 
towards a regulatory approach for 
controlling cannabis. The report 
concluded that enforcing cannabis 
prohibition had been unsuccessful at 
reducing cannabis consumption or 
problematic use and that “the con-
tinued prohibition of cannabis jeop-
ardizes the health and well-being of 
Canadians.”24  

As a result, when Canadaʼs Drug 
Strategy was renewed in 2003, spe-
cial attention was given to develop-
ing leadership capacities; increasing 
research, monitoring and reporting 
capabilities; and supporting the mod-
ernization of drug legislation and 
policy. 

The purpose of our analysis is 
to objectively review Canadaʼs 
Drug Strategy as renewed in 2003.  
Specifically, we report on expen-
ditures and activities related to the 
renewed Drug Strategy.  Further, we 
evaluate these activities and expen-
ditures in light of current scientific 
evidence pertaining to the reduction 
of drug-related harm. 

Methodology
Information concerning the frame-
works, activities, and expenditures 
associated with Canadaʼs Drug 
Strategy were first obtained through 
a comprehensive review of the 
Government of Canadaʼs website.  
Relevant search terms used included 
“drug strategy,”  “illicit drugs”  and 
“drug policy.”  This was followed by 
a review of Health Canadaʼs Drug 

Strategy website (www.hc-sc.gc.ca/
ahc-asc/activit/strateg/drugs-drogues/
index_e.html) and relevant financial 
reports from the Treasury Board of 
Canada (www.tbs-sct.gc.ca/common/
us-nous_e.asp).  Then, individuals 
responsible for evaluating the per-
formance of Canada  Drug Strategy 
were contacted in writing and asked 
to provide relevant evaluation reports 
and information related to projected 
expenditures.  

Additional information pertaining 
to actual Drug Strategy expenditures 
related to the Community Initiatives 
Fund was obtained through an Access 
to Information Request.  A thorough 
review of all projects funded through 
Community Initiatives was then under-
taken, and allocated project funds were 
categorized according to whether the 
projectʼs main target was related to the 
prevention of alcohol-related harm, 
addiction treatment, education and pre-
vention, housing, research and devel-
opment, or harm reduction.  Finally, 
expenditures pertaining to illicit drug 
treatment programs were calculated 
using the formula employed previ-
ously by the federal Auditor General.  
Specifically, the illicit drug portion of 
treatment and rehabilitation funding 
was estimated to be 45 percent of total 
treatment expenditures.25 

Canada’s Drug Strategy 
(2003)
The stated central aim of Canadaʼs 
Drug Strategy (2003) is to “ensure 
that Canadians can live in a soci-
ety increasingly free of the harms 
associated with problematic sub-
stance use.”26  The Drug Strategy 
further states that with a balanced 
approach to reduce both the demand 
for and the supply of drugs through 
prevention, treatment, enforce-
ment and harm reduction initiatives, 
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the Strategy will contribute to a 
“healthier, safer Canada.”27  The Drug 
Strategy, as stated in its evaluation 
framework, aims to address past criti-
cisms relating to: deficient federal 
leadership and coordination, lack of 
harmonization across and within lev-
els of government around research, 
knowledge and evaluation frame-
works, under-investment in demand 
reduction initiatives, and outdated 
legal and policy approaches.28  

Thus, Drug Strategy investments 
were concentrated in four specific 
areas.  The first area pertained to 
initiatives to enhance the federal 
governmentʼs leadership and coor-
dination capabilities.  A total of 
$2.7 million was allocated to Health 
Canada for 2003-2004 to develop a 
Drug Strategy Secretariat, and $1.3 
million was delegated for a biennial 
conference intended to increase coor-
dination and clarify national agendas, 
priorities and goals.29  

New monies were also directed 
towards research and monitoring 
substance abuse problems in Canada, 
specifically through the Canadian 
Centre on Substance Abuse.  To sup-

port demand reduction initiatives, 
the renewed Strategy placed empha-
sis on developing partnerships and 
interventions that supported commu-
nity-based education and prevention 
programs.  This was largely accom-
plished through the Community 
Initiatives Fund, which distributed 
just under $3 million in the 2004-
2005 fiscal year to facilitate commu-

nity based approaches to substance 
abuse issues (see Figure 1 for a 
breakdown of Community Initiatives 
Fund expenditures by category).30 

Through the Drug Strategy, the 
government transferred $13 mil-
lion to the provinces in 2004-2005 
for alcohol and drug treatment and 
rehabilitation programs.31 According 
to the Horizontal Logic Model 
in the Horizontal Results-Based 
Management and Accountability 
Framework for Canadaʼs Drug 
Strategy, in 2004-2005 a separate 
fund of around $72 million was 
directed to First Nations alcohol 
and drug abuse programs, about $3 
million to Drug Treatment Courts, 
over $5 million to Drug Awareness 
Services, including Drug Abuse 
Resistance Education (DARE) pre-
vention programs, and upwards of 
$18 million to alcohol and drug abuse 
services for federal inmates, of which 
$8.8 million was for methadone 
maintenance treatment programs.32  
Lastly, in 2004-2005, $1.4 million 
was invested towards modernizing 

Source: Records released under the Access to Information Act (Request #A-2006-00249/ma).

Figure 1 – Breakdown of Community Initiatives Fund for 2004-2005 by Category
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Figure 2 – Illicit Drug Portion of Actual Federal Drug Strategy Expenditures for 
2004-2005 by Category
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legislation and policy, including mak-
ing amendments to previous precur-
sor control measures.33  

Treasury Board accounting 
documents indicate that of the $368 
million spent in 2004-2005 on 
addressing illicit drugs, 73 percent 
($271 million) was targeted towards 
enforcement initiatives (see Figure 2).  
These federally funded supply reduc-
tion measures include: border control 
programs (over $80 million), RCMP 
drug-related investigations (approxi-
mately $75 million), drug analysis 
services (approximately $8 million) 
and federal prosecution services 
(approximately $90 million).34, 35  The 
remaining 26 percent ($97 million) 
was earmarked for coordinating and 
monitoring the renewed strategy, 
as well as generating research and 
knowledge surrounding substance 
use (seven percent, $26 million); and, 
finally, prevention (2.6 percent, $10 
million), treatment (14 percent, $51 
million) and harm reduction related 
programs (2.6 percent, 10 million).36 

Further analysis of the distribution 
of the illicit drugs portion of Drug 
Strategy funds for 2004-2005 reveals 
that enforcement-related departments 
received a total of 77 percent ($286.2 
million) (see Figure 3.).  Specifically, 
the RCMP received 22 percent ($82 
million), the Department of Justice 
25 percent ($92.4 million), the 
Canadian Border Services 22 percent 
($82 million), Correctional Services 
Canada seven percent ($27 million) 
and Foreign Affairs one percent ($2.9 
million).37 

Discussion
Our review of the available evidence 
demonstrates that the funding 
structure of Canadaʼs Drug Strategy 
(2003) continues to concentrate 
investments in enforcement related 

activities.  Although the proportion 
of funding allocated to enforcement-
based initiatives has decreased from 
95 percent in 2001 to 73 percent 
in 2005, Canadaʼs Drug Strategy 
has been slow to respond to the 
growing body of scientific evidence 
indicating that many of the harms 
associated with psychoactive drugs 
are due to enforcement based policies 
and practices.38, 39, 40, 41, 42, 43, 44, 45, 46 
For example, in terms of practices, 
intensified police enforcement strate-
gies have been found to destabilize 
drugs markets and disperse concen-
trated drug scenes into surrounding 
areas, which separates drug users 
from health and prevention services, 
including needle exchanges and treat-
ment programs.47, 48  

Furthermore, the effects of desta-
bilized markets linked to intensi-
fied police enforcement include: 
heightened levels of violence, 
increased theft and property crime 
and, among some users, a shift 
from smoking to injecting illicit 
substances.49  High-risk injecting 

behaviour has also been repeatedly 
linked to enforcement practices.50, 

51, 52, 53  When police pressure is 
intensified during supply reduction 
efforts, some drug users report being 
reluctant to access or carry clean 
injecting equipment.54, 55  When under 
pressure, injectors are more likely 
to skip important safety steps in the 
injection processes.56  Specifically, 
injectors have been found to: be less 
likely to take the time to measure 
their dosage or to “taste” their drugs 
for purity before injecting,57, 58 are 
also less likely to clean the injection 
site prior to injecting,59 and are more 
likely to damage their veins and 
cause other injection-related soft 
tissue damage.60  

However, while some evidence 
of health promoting police policies 
exists, as in Vancouver where police 
have implemented evidence-based 
overdose response policies61 and 
have been known to actively refer 
drug users to Vancouverʼs supervised 
injection site, it is unclear whether 
the current federal Drug Strategy is 
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Figure 3 – Illicit Drug Portion of Actual Federal Drug Strategy Expenditures 
for 2004-2005 by Department or Agency

Source: Plans, Spending and Results for 2004/2005 (Treasury Board of Canada Secretariat).
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supporting such innovative initiatives 
or police-public health partnerships. 

Likewise, the ongoing heavy 
investment in supply reduction efforts 
runs counter to the large body of evi-
dence indicating that such approaches 
have been consistently ineffective 
in reducing illicit drug supply, as 
well as the price and purity of illicit 
drugs.  By way of example, a 2001 
World Customs Organization report 
found that even post-September 
11th, security measures have had a 
“negligible” impact on the influx 
of illicit drugs into the U.S.;62 and a 
recent Canadian study demonstrated 
that the largest heroin seizure in 
Canadian history had no impact on 
the use, price and purity of heroin 
locally.63  Furthermore, instead of 
guiding illicit drug users towards 
health and treatment services, 
enforcement-based practices rou-
tinely result in an increased number 
of drug users entering correctional 
facilities, despite evidence indicating 
that incarceration is associated with 
HIV infection among injection drug 
users.64, 65, 66  In fact, as noted above, 
a recent external evaluation of HIV 
transmission among injection drug 
users in Vancouver concluded that 
20 percent of HIV infections among 
Vancouver users have been acquired 
in prison.67

It is now widely understood that 
abstaining from drugs is not a realis-
tic goal for many individuals.68  The 
World Health Organization (WHO) 
affirms that, “[a]n exclusive focus 
on achieving a drug free state as 
an immediate goal for all patients 
may jeopardize the achievement of 
other important objectives such as 
HIV prevention.”69  Indeed, many 
low-threshold treatment and harm 
reduction initiatives that provide 
services to those who cannot or 

will not abstain from illicit drug use 
have historically been undermined 
by enforcement-based policies 
and practices.70, 71  Further, there 
are opportunity costs associated 
with such heavy investment in 
enforcement, as many low threshold 
programs remain under-funded 
and not available to high-risk drug 
injecting populations despite their 
established health benefits.72, 73 

The Auditor General, Senate 
Committee and Special Committee all 
identified a need for comprehensive 
public reporting on the performance 
of Canadaʼs Drug Strategy.  When 
the renewed Drug Strategy was 
put in place in 2003, it promised 
to use “measurable indicators of 
performance and to report every two 
years to Parliament and Canadians on 
the progress made by Canadaʼs Drug 
Strategy.”74  However, no reports or 
evaluations of the renewed Strategy 
have so far been made available and, 
overall, there is a lack of account-
ing for the effectiveness of invested 
resources.75  For instance, the school-
based prevention program, DARE, is 
one of the primary recipients of Drug 
Awareness Service funding.76  In 
2004-2005, DARE was implemented 
in over 1300 schools reaching over 
50 000 students across Canada,77 
despite the fact that DARE has been 
shown to be ineffective.78, 79, 80, 81, 82  

In fact, a document published 
by Health Canada for Canadaʼs 
Drug Strategy in 2001 reported that 
“studies published in peer reviewed 
journals, including a 5-year prospec-
tive study and a meta-analysis of 
D.A.R.E outcome evolutions, have 
been consistent in showing that the 
program does not prevent or delay 
drug use, nor does it affect future 
intentions to use drugs.”83  This docu-
ment, entitled “Preventing Substance 

Use Problems Among Young People: 
A Compendium of Best Practices,” 
calls for curriculum development 
that exhibits interactive methods of 
instruction and conveys accurate and 
balanced information on substances 
— features which the DARE pro-
gram has not been found to effec-
tively incorporate.84  From a scientific 
perspective, instead of continuing 
to fund DARE programs, Canadaʼs 
Drug Strategy should be investing in 
more effective education prevention 
programming.  However, in 2004-
2005, Drug Strategy funds were used 
to re-certify 550 existing DARE 
officers and to recruit and train 150 
additional officers.85

Similarly, $3.28 million in the 
2004-2005 fiscal year were allocated 
to drug treatment courts86 despite 
the lack of solid scientific evi-
dence in support of this approach.87  
Furthermore, Canadaʼs Drug Strategy 
continues to promote and fund drug 
treatment courts over chronically 
under-funded voluntary treatment 
programs that have established suc-
cess rates.88, 89, 90

Another critical shortcoming of 
Canadaʼs Drug Strategy relates to 
the lack of decisive action to ensure 
that vital public health services exist 
across the country.  Because health 
care in Canada is a provincial respon-
sibility, the majority of prevention, 
treatment and harm reduction mea-
sures have been left to provincial 
authorities to attend.  However, no 
federal body has been monitoring 
how or if provinces are providing 
these services.91  For example, in 
British Columbia, needle exchange 
programs are available in only 14 cit-
ies and communities.92  This situation 
continues despite rigorous evalua-
tions reporting that needle exchange 
services effectively reduce the risks 
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of HIV and hepatitis C transmission 
among injection drug users.93, 94  

According to the WHO, “[t]he 
provision of access to sterile injection 
equipment for injecting drug users 
and the encouragement of its use are 
essential components of HIV/AIDS 
prevention programs, and should be 
seen as a part of overall comprehen-
sive strategies to reduce the demand 
for illicit drugs.”95  Canadaʼs Drug 
Strategyʼs stated overarching goal 
is to reduce harms associated with 
substance use, yet the Strategy makes 
no provisions to ensure the avail-
ability of key services, such as needle 
exchange, on a country-wide basis.

The review of Drug Strategy 
expenditures to date also points to 
several important missed opportuni-
ties to encourage and effectively 
support the development of new, 
innovative public health services 
that could further contribute to the 
reduction of harms associated with 
substance use.  Under Canadaʼs 
current Drug Strategy, innovative 
public health interventions, such as 
Vancouverʼs supervised injection 
site (InSite) and the North American 
Opiate Medication Initiative 
(NAOMI), are limited to small pilot 
studies, and their operational require-
ments are vastly different from other 
drug-related programs.  

For Vancouverʼs injection site, 
these requirements included the 
condition that the local police depart-
ment approve of the initiative, 
despite its status as a medical public 
health intervention.  Interestingly, 
InSite and NAOMI are subjected to 
an extraordinarily high standard of 
evaluation, while projects such as 
the school-based prevention program 
DARE, run by the RCMP, continue to 
receive funds through Canadaʼs Drug 
Strategy despite a lack of evidence 

supporting their efficacy.   Conversely, 
the formal scientific evaluation of 
Vancouverʼs injection site has objec-
tively documented a significant range 
of positive public order and public 
health outcomes.96, 97, 98, 99, 100, 101 

Yet, even with established find-
ings, including increased uptake into 
detoxification programs among those 
who use the facility102 and reduc-
tions in needle sharing,103 and overall 
public order improvements in the sur-
rounding area,104 the federal govern-
ment recently refused to extend the 
operation of the site for an additional 
three years beyond its initial pilot 
phase, claiming that there is a lack of 
understanding surrounding the impact 
of the facility.105  (See “Supervised 
injection facility granted time-lim-
ited extension” in the Canadian 
Developments section of this issue.)  
It has also put a halt to the establish-
ment of new injection sites.  This 
decision by the federal government 
— and the federal Health Ministerʼs 
comments in September 2006 that 
“[r]ight now the only thing the 
research to date has proven conclu-
sively is drug addicts need more help 
to get off drugs”106 — demonstrates a 
limited understanding of the scientific 
evidence derived from the evaluation 
of the injection site. 

Conclusions
Although Canadaʼs Drug Strategy 
was renewed in 2003 following criti-
cisms regarding spending, activities, 
leadership and a lack of appropriate 
monitoring and evaluation, many 
of the problems of the past remain.  
Currently, through Canadaʼs Drug 
Strategy, the federal government 
continues to invest heavily in poli-
cies and practices that have repeat-
edly been shown in the scientific 
literature to be ineffective or harm-

ful.  Specifically, while the stated 
goal of the Canadaʼs Drug Strategy 
is to reduce harm, evidence obtained 
through this analysis indicates that 
the overwhelming emphasis contin-
ues to be on conventional enforce-
ment-based approaches which are 
costly and often exacerbate, rather 
than reduce, drug-related harms.  
Further, Canadaʼs Drug Strategy has 
not seized the opportunity to promote 
a national standard of care that reduc-
es the most deadly harms associated 
with illicit drug use. 

With regard to the distribution of 
funding, the findings of this analy-
sis suggests that the current federal 
spending on harm reduction initia-
tives which target HIV/AIDS and 
other serious harms is insignificant 
compared to the funds devoted to 
treatment and, particularly, enforce-
ment.  This stands in stark contrast 
to recent comments made by various 
stakeholders suggesting that there 
has been an over-investment in harm 
reduction programming.107  

Our results also indicate that the 
Drug Strategy continues to suffer 
from a lack of appropriate evaluation.  
Despite promises of regular reporting, 
information pertaining to evaluation 
of the Drug Strategy is limited, mak-
ing it difficult to assess the return on 
investments made.  The exception is 
the areas in which the Drug Strategy 
has promoted innovation in harm 
reduction, such as the pilot study of 
Vancouverʼs safer injection facility, 
which has produced a number of pub-
lished scientific studies.  However, it 
appears that while controversial inter-
ventions supported through the Drug 
Strategy are being held to an extraor-
dinary standard of proof, interven-
tions receiving the greatest proportion 
of funding remain under-evaluated.  
Canadaʼs Drug Strategy has so far 
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also failed to provide national stan-
dards of care for Canadians affected 
by substance use issues. 

In summary, our results suggest 
there remain challenges associated 
with the federal Drug Strategy that 
pertain to spending, activities, lead-
ership, and monitoring and evalu-
ation.  A greater concern relates to 
the continued allocations of funds to 
ineffective programs.  Perhaps most 
importantly, if Canada wants to ful-
fill it mission of reducing the most 
severe harms associated with illicit 
drug use, steps must now be taken 
to implement a truly evidence-based 
national drug strategy. 
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